. - F'st[ér: Famiinome '._- CorreCilVe ActiOn Repog-t . | _ . .

Provider iD: 1-110059

Home Name: imelda Del Rosario, CNA Review ID: 1-110058-4
2515 Notley Street Reviewer: G ? -
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Foster Family Home Required Certificate [17-1454-8]
6.{d)1) Comply with all applicable requirements in this chapter: and
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Home visit for a 3 person recertification review made on 6/29/15.

Home is in compliance with all requirements. PCG requests to decrease to 2 2 client CCFFH. Home will receivea 2 year 2 -l
bed certification.
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